In psychotherapy research, fidelity instruments were originally developed as manipulation checks in experimental tests of treatment efficacy. The purposes of fidelity measurement are expanding as consumers, administrators, and payers seek to determine the extent to which the interventions purchased are actually received. Emerging purposes for fidelity measurement are described, as are challenges to developing a single instrument that can adequately meet multiple purposes, and that is both effective (psychometrically sound) and efficient (feasibly used in routine care). Examples are provided of efforts to balance these attributes of fidelity measurement, to measure fidelity at multiple levels of the practice context, and to index and evaluate the effects of additional program parameters on client outcomes in routine care.
the adequacy of their measurement. A recent review suggests reliable and valid instruments to detect each facet of integrity exist for very few treatments (Perepletchikova, Treat, & Kazdin, 2007) .
In an era when evidence of comparative effectiveness, accountability for outcomes, and the implications of these for consumer choice increasingly coalesce to inform policy and practice, adequate fidelity measurement is needed to understand what is implemented with clients, and to what effect. A lack of reliable and valid instruments that can be used in routine care settings may slow progress toward the public health goal of making more effective treatments and services more widely available, and contribute to pronouncements of wholesale failure when implementation failure is at fault.
In light of these circumstances, Drs. Bond, Becker, and Drake are to be commended for persisting in the journey toward the development and validation of a low-burden indicator to assess in routine care settings the fidelity of one of the few intervention programs with demonstrated effectiveness in the management of serious and persistent psychiatric illness in adults, Individual Placement and Support (IPS) . Given what is at stake with respect to the functioning and well being of adults with serious and persistent mental illness, their families, and the communities in which they reside, ensuring an effective program like IPS is widely and adequately implemented arguably advances the health of the individual and of the public. Absent adequate indicators of IPS fidelity, service systems, practitioners, and consumers will be hard pressed to evaluate the extent to which IPS has been implemented, and thus, the extent to which expected -and unexpected --outcomes are attributable to the program.
Commentary Purpose and Acknowledgements
The aim of this commentary is to consider the evolving purposes of fidelity measurement, and the challenges inherent in constructing fidelity instruments that can adequately achieve more than one purpose and that are both effective and efficient. The commentary is informed by psychotherapy process and outcomes research, mental health services research, and theory and research on the implementation of innovations. It is also informed by the author's collaboration in the development, validation, and transport of fidelity measurement methods at multiple levels of the clinical context for Multisystemic Therapy (MST; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009) ; and, with researchers and clinicians evaluating the adaptation, and implementation of other efficacious or effective treatments for children in community clinic (Schoenwald, Kelleher, Weisz, & the Research Network on Youth Mental Health, 2008) and school (Capella, Frazier, Atkins, Schoenwald, & Glisson, 2008) contexts. Across these domains, common issues arise regarding the purposes, nature, and trade-offs of fidelity measurement methods that can be used in routine care settings. A detailed articulation of these issues appears elsewhere (Schoenwald, Garland, Chapman, Frazier, Sheidow, & Southam-Gerow, in press ).
The IPS Fidelity Instrument Signals Challenges to Fidelity Measurement in the Real World
Accurately assessing intervention program content presents both conceptual and methodological challenges. As illustrated in the paper by Bond and colleagues, the assessment of which components are critical to a program may vary by stakeholder (consumer, program developer); and some components not identified on an original instrument may turn out to be critical to program definition, thereby necessitating refinement and re-testing of the fidelity instrument. Such refinement and testing introduces methodological challenges, some of which are evidenced in the paper. For example, when intervention fidelity is evaluated at the program, rather than client or practitioner level, then obtaining a sufficient sample of programs to adequately evaluate psychometric properties, and relations between the instrument and other variables, such as outcomes, is particularly challenging. When raters using an instrument must be trained in the use of the instrument, or in the intervention program being rated, or both, implications for instrument use are both methodological (even for trained raters, ongoing inter-rater reliability checks are needed; when experts in a program are raters, vigilance against bias is needed) and practical (access to raters trained in the program and/or instrument may be limited; costs are associated with training raters and sustaining their reliability). On the other hand, naïve raters (those trained neither in the use of an instrument nor in the program it assesses) may be unable to provide valid and reliable ratings.
Finally, as the authors acknowledge, it is difficult to achieve adequate scientific rigor to demonstrate and improve the psychometric properties of an instrument once service systems begin to utilize it in uncontrolled evaluations with unidentified respondents and service recipients. When data about an instrument emanate as much from gray literature as from peer-reviewed research, the quality and quantity of information needed to adequately evaluate its robustness can be highly variable. And, even within peer-reviewed, wellcontrolled evaluations, thresholds for some reliability and validity indicators are not universally met. For example, just over half (60%) of studies evaluating relations between IPS fidelity scores and outcomes supported its predictive validity.
Fidelity Measurement Is Not New; But, Reasons for Doing It May Be
In psychotherapy research, fidelity measurement was historically used as an independent variable check in efficacy or effectiveness trials to demonstrate the extent to which an experimental therapy occurred as intended. The "gold standard" of adherence measurement in this context is observational measurement of therapist-client interactions that provide objective and highly specific information regarding clinicians' within session behavior (Hogue, Liddle, & Rowe, 1996) . In the 1990s, transport began of efficacious school-based prevention programs, community-based interventions for delinquent youth, and for adults with serious and persistent disorders (including IPS). Practice context threats to intervention fidelity and outcomes became apparent, highlighting the need to adequately measure and monitor fidelity in routine care settings. Fidelity assessment began to extend to interventions implemented by teams whose members had differentiated roles (Chamberlain, 2003; Gold et al., 2003) and to other aspects of implementation entailed in deploying the clinical intervention, such as staff type, number, and ratio and program structure (Deci, Santos, Hiott, Schoenwald, & Dias, 1995) . Some reviews of the implementation of prevention and intervention programs posited multi-dimensional frameworks to measure program fidelity, and recommended assessment of adherence, quality of delivery, program component differentiation, exposure to the intervention, and participant responsiveness or involvement (Dane & Schneider, 1998; Mihalic, 2004) .
The evolving conceptualizations and definitions of fidelity raise important questions about contemporary purposes for fidelity measurement. What is the purpose of a particular fidelity measurement instrument? To what extent can an instrument designed for one purpose, for example, as an independent variable check, legitimately be used for another, for example to hire or fire therapists, or to determine whether funding for a service will be continued?
Measurement Purposes
High stakes purposes-A fidelity instrument used to hire or fire staff, or to make decisions about the continuation of funding for a treatment or service, reflects a "high stakes" purpose. Outside of treatment and services research, examples of high stakes assessments include college entrance exams, medical licensure exams, exams qualifying attorneys to the bar, and so forth. The results of such tests have considerable immediate and longer-term impact on the life of the test taker; and, potentially -in the case of physician or attorney exams, for instance -on the safety of the public. In such cases, the assessment instruments -tests -are designed to reliably distinguish the aptitudes if not also performance of individuals in specific content and practice areas. The precision of item content, scoring, and gradation in item difficulty of such tests is accordingly quite high and validated with large numbers of test-takers. The massive enterprise of standardized test development, validation, and revision attests to its import in the lives of many students and professionals; as does the controversy about the value of the information such tests provide in the context of other information about the candidate.
Independent variable checks-Reasonably high levels of precision, reliability, and validity also characterize at least some observational measures of treatment fidelity in psychotherapy research, whose purpose was to assess whether the independent variable (experimental treatment) was delivered as intended. At stake was the capacity to make valid inferences from experimental studies of newly developed treatments, such that pronouncements of the effectiveness -or lack thereof -of a particular treatment could legitimately be made.
Emerging purposes-The paper by Bond and colleagues illustrates two emerging purposes of fidelity measurement. One is to enable stakeholders in mental health and substance abuse treatment, a group that includes purchasers, providers, and consumers, to discern the extent to which the program purchased was indeed delivered as intended. This is a "high stakes" purpose: individual practitioners stand to lose jobs, provider organizations, the program, and consumers, the service, based on the results of the IPS fidelity instrument.
A second purpose illustrated in the paper is to inform clinical supervision. There is growing interest in the empirical evaluation of the extent to which clinical supervision contributes to the implementation and outcomes of evidence-based treatments (Schoenwald, Sheidow, & Chapman, 2009) , and in using fidelity indicators as part of the supervision process. As portended by Bond and colleagues, however, to inform the clinical supervision process, a fidelity instrument originally specified in terms of the presence of broadly defined elements at the program level will likely require revision to capture aspects of implementation that are more practitioner and client specific.
A third purpose of fidelity measurement is emerging from research on psychosocial treatment as executed in routine practice and the extent to which such treatment resembles evidence-based treatments or elements thereof (Garland, Bickman, & Chorpita, 2010) . In this context, efforts are underway to develop low burden, low cost methods to assess the treatment techniques that characterize routine practice, including practitioner and client reported methods. There is, however, scant empirical evidence that these reporters can provide valid and reliable assessments of fidelity. For example, evidence is quite mixed regarding the capability of practitioners to accurately report on their own practices (Beidas & Kendall, 2010) .
Fidelity Instrument Effectiveness and Efficiency
Both high-stakes standardized tests and well validated observational fidelity instruments can be characterized as effective in that they index accurately what they are intended to assess, with good reliability and validity (construct, concurrent, discriminative and predictive) at a level of precision that distinguishes the performance of individuals, and even the performance of a single individual across multiple cases/clients. They are not, however, terribly efficient: Their development, administration, scoring, and use are often very labor intensive and costly. Of course, not all fidelity instruments developed as independent variable checks are observational; not all specify treatment in highly specific terms; and, not all were developed in efficacy studies.
Fidelity instruments vary considerably with respect to respondent; molar versus molecular specification of the phenomena to be observed; inclusion of proscribed (prohibited) behaviors as well as those prescribed; and, whether adherence is rated as present or absent, in terms of amount (not adherent to very adherent), intensity, extensity, or quality. The specification detail of a fidelity instrument often seems to approximate a "form follows function" rule, such that treatments specified in session-by-session, step-by-step manuals often give rise to instruments that are similarly detailed. Similarly, fidelity instruments for treatments manualized in terms of component parts, classes of therapeutic strategies, and domains of clinical focus often contain fewer and less detailed items.
Fidelity Indicators as Part of an Instrument Panel Guiding Implementation
It does not seem likely a single fidelity instrument can adequately serve the purposes of implementation improvement (via clinician training, clinical supervision, program structure realignment), monitoring, and the high stakes determination that an intervention is delivered with enough quality across enough clients to warrant funding or discontinuation thereof. This is so for at least three reasons: (1) Measurement purpose is the primary driver of the many decisions made during the instrument development process (item content, respondent, response options, scoring metrics, sampling frequency, and so forth), and different purposes thus yield different kinds of instruments. (2) Fidelity at multiple levels of implementation (e.g., clinician, team, program) may turn out both to matter and not to look the same. (3) Where other attributes of an intervention-such as dosage, treatment length, or a common factor such as alliance -are shown empirically to affect either fidelity, or outcomes, or both, then indicators of these attributes will likely also be needed to render well-informed high stakes decisions.
Within the last several years, leading researchers have suggested improving the effectiveness of treatments deployed in routine care will require the broader scale use of implementation and outcomes measurement to support clinical decision-making (Bickman, 2008) . Computer-assisted clinical decision support systems that track treatment strategies deployed, client progress, and outcomes are among tools being developed and tested in experimental and field studies (see, e.g., Chorpita, Bernstein, & Daleiden, 2008) . One goal of this work is to identify both the therapeutic and clinician feedback strategies that maximize the use and impact of effective therapeutic strategies with specific clients during treatment. Valid, reliable, fidelity instruments could be integrated into such systems.
Like other intervention developers facing the journey of treatment transport and dissemination years ago (see, e.g., Schoenwald & Henggeler, 2003) , the approach to fidelity measurement taken to transport MST was to validate instruments that index fidelity at different levels of the clinical context (therapist, supervisor, expert consultant) and empirically evaluate relations among these indicators, and youth outcomes. These instruments are used as part of a quality assurance and improvement package that includes information obtained via processes and products that have not yet been empirically evaluated (e.g., a structured program development and start-up process; a semi-annual program implementation review process and accompanying checklist). Sufficient data from dissemination sites are available periodically to evaluate covariation of validated adherence indicators with those not yet validated empirically, and with other aspects of program performance such as treatment duration, premature termination, and youth outcomes.
Evaluation is ongoing of relations among different aspects of program implementation validated indicators of adherence and outcomes.
Conclusion
If there is any truth to the adage that you get what you measure, then fidelity measurement will likely influence in some way what clients get from practitioners and what payers fund. The many mundane aspects of measurement development and testing rarely hold interest among individuals dedicated to the cause of alleviating human suffering; but, absent greater attention to the development and deployment in routine care of instruments that are both effective at achieving a specified purpose and reasonably efficient, it will be difficult to know whether the antidotes to suffering we work so hard to develop and test are indeed being delivered, and to what effect.
